Foundation year one (FY1) doctors are required to confirm correct placement of nasogastric (NG) feeding tubes on chest radiography on a regular basis. Many FY1s do not receive formal training during medical school or during the FY1 year. Multiple incidents of harm to patients, including death, resulting from incorrect placement of an NG feeding tube have been reported to the National Patient Safety Agency (NPSA) since 2005. Our audit assessed the confidence and knowledge of FY1 doctors in correctly confirming NG placement using a qualitative questionnaire. The results showed that both confidence and knowledge on the topic were remarkably poor. Our intervention consisted of a teaching session to the FY1 cohort, which included information on NPSA guidelines for identifying correct NG placement. A post-teaching questionnaire was attained from the same group of FY1s. Confidence and knowledge of the criteria had significantly improved. We concluded that there is clearly a need for teaching on this subject at an undergraduate and post-graduate level. The interactive peer-led style of our teaching session was shown to be highly effective. The addition of handouts and posters in the clinical workplace acted as helpful reminders for junior doctors to use at the point of need. Our project has highlighted a gap in training which poses a serious potential risk to patient safety.
Problem
By highlighting the concerning statistics involving cases of patient harm from incorrect checking of NG tubes, in addition to the level of ignorance among junior doctors in the criteria for confirming placement, we were able to successfully engage our peers in the teaching session.
Feedback from FY1s was very positive; everyone found the teaching to be helpful and reported that they took something away from the session which they intend to implement in clinical practice.
In order to aid the retention of knowledge after the teaching session, handouts were provided which summarised the guidelines and posters were displayed in clinical areas to serve as reminders of the criteria for checking correct NG placement on CXR. 
Results
The following questions were asked in the post-teaching 
Lessons and Limitations
Our idea of providing a succinct teaching session at the weekly FY1 teaching was a simple one. The practicalities of coordinating this session into a busy timetable proved to be more difficult. It required liaising with the foundation programme administrator to choose a suitable slot and was contingent on other presentations of the day running on time.
The feedback received from colleagues was very positive. Our FY1 colleagues found the teaching to be helpful and relevant to clinical practice. In order to ensure sustainability of our intervention, we were very keen for the next cohort of 2013-14 FY1s to also receive similar training on checking NG tubes.
Ideally, we would have liked to incorporate a teaching session into the Foundation Curriculum at the trust and to include the e-learning module into the FY1 induction programme. However we were informed that the induction programme was already full for the coming year and adding an e-learning module to the induction programme requires backing and funding from a named department which we did not have.
We learned that implementing change to clinical practice can be a process which takes a longer time to organise and coordinate than previously anticipated. In addition, support from named consultants and departments interested in the project would help to drive change. Finally, finding the appropriate teams and contacts to liaise with in the first instance is crucial for encouraging interest and galvanising change -an essential step for taking any project forward.
Conclusion
Complications from misplaced NG tubes are avoidable and death arising from introducing feed into the lungs is a "never event". Given the potential for serious harm and risk to patient safety, confirmation of NG tube positioning must only be carried out by those competent in this skill. complete an e-learning module. Other Trusts may also benefit from incorporating training in NG tube checking into their Foundation Programme curricula.
Area for further work
Although we have shown improvement in knowledge with our intervention, there is an opportunity for further work at the local level to ensure sustainability for future cohorts. We have identified the following areas for consideration:
-Inclusion of an annual teaching session on correct placement of NG feeding tubes into the FY1 curriculum at local trusts.
-Inclusion of guidelines on correct placement of NG feeding tubes on the Trust intranet and in handbooks for junior doctors.
-Encouragement by the foundation programme director for new FY1 doctors to complete an e-learning module.
